Section ofPwdiatrics 609
reason for the cessation of the rise of death rate is at present unknown, but a proportion of the rise of rate from 1911 onwards was undoubtedly due to improved diagnosis.
Conclusions
The rise in the proportion of childhood deaths attributed to neoplasms that has taken place in the last fifty years is in the main due to the control of many diseases other than cancer. The relatively small rise in the recorded age-specific death rates from neoplastic disease at ages under 15 years has now been checked. The death rate from leukemia was the most important factor in causing both the rise and fall of the total neoplastic death rate. form of treatment (e.g. early chemotherapy) supplements local measures (Steward 1964) .
If new forms of therapy are to be used there must be the means of assessing their value and this is almost impossible in Britain at the present time, as children with tumours are treated in so many different hospitals. This decentralization of treatment has the added evil effect that very few British research workers are devoting their attention to the problems of neoplasia in childhood. Thus, not only to take advantage of new forms of therapy, but also to permit research, these children should be treated by specialist teams in centres not necessarily based on the present system of hospital regions. There should not be more than six or seven of these centres in the whole country. The great concentration of population in South-east England could provide an unrivalled contribution in this field if all such children from the four Metropolitan Hospital Regions were treated in one centre in London. Over one-third of all these tumours arise in the reticulo-endothelial system (mostly leukaemias) and a slightly smaller number are derived from some part of the nervous system (glia, sympathetic or retina). Ten per cent of the total is made up of connective tissue tumours, while teratomas, epithelial tumours and nephroblastomas each account for approximately 5 %.
Seventy per cent of all the cases have proved fatal. In considering ways of improving the survival rate three facts have to be taken into account: (1) Children with tumours are referred to hospitals more rapidly than are adults with the common cancers and it is very unusual for there to be any delay in the diagnosis of these children (Campbell et al. 1961 ).
(2) Because of the nature or site of children's tumours only a limited number of these patients can be cured by surgery and X-rays, however skilfully or early these methods are applied. The pattern of tumours in children is quite different from that in adults and this, combined with the low incidence, means that the experience of any one person in diagnosis and treatment of malignant disease in early life is limited. It also implies that the more generous experience of malignant disease as it affects adults cannot be exactly applied to these particular tumours in children. Methods of treatment employed have been surgery, radiotherapy and chemotherapy, either alone or in various combinations. Experience with these methods of treatment in adults has proved them to be efficient as far as cure is concerned in groups of well-defined cancers which have remained confined-to a particular volume of tissue for an appreciable length of time. In children, however, the clinician is faced with undifferentiated tumours arising in embryonic tissue of mesodermal origin, which have intimate association with the vascular system and whose normal cellular basis has a much greater and
